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DEVELOPMENT AND TESTING OF A QUESTIONNAIRE TO MEASURE THE OLDER PERSON’S 
EXPERIENCE OF THE TRANSITION CARE PROGRAM IN AUSTRALIA*  
 
ABSTRACT 
Objective: Transition Care (TC) is a new program for older adults in Australia. At present, program quality is 
assessed using provider reports of compliance with key requirements established by the Australian 
Government Department of Health and Ageing. As part of the National Evaluation of the Transition Care 
Program, the authors developed a questionnaire to measure recipient experience of TC.   
Method: Validity and reliability were assessed via interviews with 582 recipients or proxies three months 
after discharge from TC. 
Results: Concordance between test-retest observations was high. Principal component analysis suggested 
three subscales were important: restoration, continuity of care and patient involvement. Recipients of TC in a 
residential care setting had lower mean scores on the restoration subscale compared to those who received 
services in the community.  
Conclusion: This study found that a standardised measure of recipient experience could inform quality 
improvement in TC and is feasible to administer via questionnaire. 
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Introduction 
The Australian Government announced the establishment of the Transition Care Program (TCP) in the 2004-
05 Federal Budget. TCP is a slow stream rehabilitation model of care for older adults following a hospital 
admission. Low intensity therapy and/or nursing and personal care are provided in the person’s home or a 
residential care setting [1]. At 30 June 2007, 2,000 Transition Care (TC) places had been allocated and 
1,594 were operational around Australia. The 2007-08 Federal Budget provided for an additional 2,000 
places to be allocated over 4 years. This is a substantial investment in the care of older people who have 
had an admission to hospital and are at risk of inappropriate admission to residential care.  An average TC 
episode costs about $11,000 [2]. 
 
The TCP targets older Australians at the conclusion of an acute hospital episode who require more time and 
support in a non-acute setting to complete their restorative process and optimise their functional capacity. 
The TCP aims to  
• provide older people with a range of support and rehabilitation services tailored to their individual 
requirements over a period of up to 12 weeks;  
• optimise functional capacity so that decisions about the level of care requirements in the longer term 
are based on appropriate information; and 
• delay admission to residential care where there is a capacity for functional gains or entry to care at a 
lower level of dependency. 
 
Implementation is undertaken by State Health Departments, in some cases through aged care organisations, 
against a set of key requirements. TC services are asked to demonstrate how the care they provide is 
individualised, timely and goal oriented and achieves a smooth transition for the person entering and leaving 
TC. The quality assurance model for the TCP is largely based on providers’ self reports against the key 
requirements. Recipients and families are provided with information about aged care complaints 
mechanisms however their views are not currently incorporated in the reporting arrangements.  
 
Patient experience is an important component of quality measurement [3, 4] but few measures have been 
rigorously tested. In 2006, the National Quality Forum in the US endorsed the Care Transition Measure 
(CTM-3) as an additional priority area for comparative public reporting of hospital care [5]. The CTM-3 
comprises three items: (i) patients’ understanding of their medications; (ii) the extent to which patient 
preferences are taken into account in deciding what the patient’s health care needs will be on discharge; and 
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(iii) patient understanding of their responsibilities in managing their health, and is one of a small number of 
publicly reported measures of the quality of care transitions [6].  
 
The Australian Institute of Health and Welfare (AIHW) recently published 55 national indicators of safety and 
quality in health care [4].  Under the National Healthcare Agreement, patient satisfaction around key aspects 
of care will be reported. NSW and Victoria collect patient satisfaction data that is aggregated at state level 
but further development of a nationally comparative dataset is required. Several of the AIHW indicators are 
relevant to care transitions, including: (i) timely transmission of discharge summaries; (ii) medication review; 
(iii) functional gain in rehabilitation; (iv) multi-disciplinary care plans in sub-acute care; and (v) unplanned 
hospital readmissions within 28 days of discharge.  
 
As part of the National Evaluation of the Transition Care Program (NETCP) commissioned by the Australian 
Government Department of Health & Ageing (DoHA), the authors assessed individual outcomes through an 
Australia wide telephone survey of TC recipients and carers three months after completion of their episode of 
TC. The survey sought information about: i) living arrangements and use of community services; ii) 
satisfaction with TC; iii) the quality of the transition from TC to the community or residential aged care (CTM-
3); iv) functional independence (Modified Barthel Index; MBI); v) hospital readmissions vi) costs associated 
with TC; and vii) self-rated health. The number of outcome measures was kept low to minimise the 
respondent burden imposed by the interviews [7].   
 
Prior to the telephone survey the authors undertook an assessment of quality reports submitted by TC 
services. Problems with information flow from hospitals, few allied health professionals and geriatricians in 
rural areas, difficulty engaging GPs, and delays accessing equipment and community services to support 
older adults on discharge from TC were identified. Strategies to enhance care transitions included the 
development of protocols and interagency agreements while some TC services reported benefits from co-
location with hospital or Aged Care Assessment Team (ACAT) staff [8].   
 
The authors aimed to develop a measure of patient experience that could be used as part of the quality 
assurance processes for TC. The key requirements provide the conceptual framework for assessing quality 
in the TCP (refer Table 1). Domains include: a restorative model of care that optimises independence (Table 
1 Requirements 1.1-1.4); accountability for care transitions (1.4, 4.1-4.5); and patient preferences (1.1, 2.2). 
International research has highlighted involvement in decisions, respect for preferences and continuity of 
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care as aspects of health care that are highly valued by patients [9]. Asking standardised questions about 
these aspects of care is thus consistent with TCP expectations and patient aspirations and should help to 
identify where care processes can be improved.   
 
Table 1 about here 
 
Methods 
Study design 
The measure of patient experience was developed from the TCP Guidelines. Construct and criterion validity 
were evaluated in an Australia wide telephone survey undertaken between 1 May and 30 September 2007 
as part of the NETCP. All TC recipients who were discharged from the TCP between 1 February and 30 
June 2007 were eligible to take part in the study [7]. Due to privacy legislation, the evaluation relied on TC 
providers obtaining written consent from recipients or their proxies to contact by the evaluation team. The 
study protocol was approved by the DoHA Departmental Ethics Committee and 29 state and regional 
committees. 
 
Test-retest reliability was evaluated in a consecutive sub sample of 27 participants drawn from the national 
sample and approached between 17 September and 11 October 2007.  Consent to recontact in 14 days was 
obtained at the completion of telephone interviews conducted as part of the NETCP.  A single interviewer 
conducted the test-retest interviews.  The Gamma statistic was used to measure the concordance between 
the initial and retest interviews. Values close to ±1 indicate good agreement between the two observations. 
 
Drafting the questions 
The authors sought to develop questions that would elicit older adults’ experience across the three domains 
described above: (i) restoration; (ii) care transitions; (iii) preferences. The first question assessed how well 
older adults were prepared to receive TC [10]. TC services identified equipment and continuity of care as 
challenges [8] and this was assessed through Q7-8 (refer Table 2). Questions were coded on a five point 
Likert-type scale with response options: strongly disagree, disagree; agree, strongly disagree and don’t 
know/unable to recall/not applicable. Administration of the questionnaire as part of the NETCP required a 
pragmatic approach. Eleven items and a global measure of satisfaction [7] were selected.  
 
Table 2 about here 
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Statistical analysis 
Cronbach’s alpha was calculated to assess internal reliability of the first nine items in the questionnaire [11]. 
Questions 10-11 were excluded as they were asked of a subset of participants. Subsequent analyses 
compared the internal reliability of self and proxy respondent groups.  
 
Exploratory factor analysis was undertaken using responses from the 630 telephone interviews. The factor 
solution was based on the correlation matrix and all available data were used. A Varimax rotation with Kaiser 
Normalisation was used in the solution. A scree plot was generated and factors with an eigenvalue of ≥ 1 
were retained. Standardized factor scores were computed using the regression method [12]. Correlations 
between factor scores, a global measure of satisfaction and the CTM-3 were calculated as measures of 
criterion validity.  
 
Construct validity was evaluated by assessing the ability of the questionnaire to discriminate between 
recipients who were hypothesized to differ in their experience of care as restorative, patient-centred and 
continuous. Independent samples t-tests were used to compare the derived subscale scores between 
groups of respondents classified by: (i) TC setting (community/residential); (ii) respondent (self/proxy); (iii) 
dependency (MBI ≥75/<75, the latter indicative of severe dependency[13]); (iv) satisfaction (yes/no); (v) 
hospital admission since leaving TC (0/≥1); and (vi) living arrangements at 3 months (home/care facility). All 
statistical analyses were undertaken using SPSS Statistics Version 17.0 (SPSS Inc., Chicago IL).  
 
Results 
A total of 635 recipient interviews were conducted (374 self-respondent and 261 proxy respondent) as part of 
the NETCP, with an overall response rate of 86.1%. The evaluators were unable to obtain a random sample.  
One state department of health declined to participate in this aspect of the evaluation and, in another state, 
no participants were recruited from a TC service which commenced operation in February 2007 [7]. Five 
recipients withdrew their data after their proxy had completed the interview, reducing total interviews to 630. 
 
Thirty-five proxy respondents (13.7%) had limited involvement in the TC episode and were unable to 
respond to questions about the older person’s experience of care and a further four proxy respondents had 
missing responses for all but one of the nine questions. Problems with recall and comprehension resulted in 
exclusion of seven self-respondents who were unable to respond to this set of questions (1.9%) and two self-
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respondents who attempted only one question. Construct validity was assessed in a final sample of 582 
respondents (365 self-respondent and 217 proxy respondents). 
 
Sample profile 
Table 3 provides a descriptive summary of the 582 recipients/proxies who provided a valid response to the 
patient experience measure. The mean age of respondents was 81.6 years (SD 7.9, range 57-106). Four 
hundred and one (68.9%) of the respondents had received TC in the community, 157 (27.0%) in a residential 
setting and 22 (3.8%) in both residential and community settings. The length of stay varied from 6.9 (SD 3.7) 
weeks for residential TC to 8.7 weeks (SD 3.5) for community-based TC.  Recipients who received TC in 
residential and community settings spent an average of 5.0 weeks (SD 3.2) in the residential setting and 5.1 
weeks (SD 3.1) in the community setting. Despite high levels of functional ability at the time of interview 
(mean MBI 85.8, SD 20.7), 22.5% of respondents reported one or more hospital readmissions in the three 
months following discharge from TC. 
 
Table 3 about here 
 
Test-retest reliability 
Test-retest reliability was assessed in a consecutive sample of 27 TC recipients/proxies. One recipient and 
four proxies were not eligible to participate in the reliability study as they were unavailable for follow-up or 
were unable to respond to the quality questions in the initial interview.  All who were approached consented 
to the retest interview although one recipient was subsequently unavailable for follow-up.  A total of 21 
telephone interviews were successfully completed (8 interviews with a TC recipient and 13 with a proxy 
respondent).   
 
Recipients or their proxy completed the initial interview an average of 112.3 days (SD 9.4) after discharge 
from hospital and the retest interview an average of 14.8 days (SD 2.3) after the initial interview. Responses 
were collapsed from the original five point scale to two categories of Disagree/Agree by collapsing Strongly 
Disagree and Disagree to a single category and similarly collapsing the responses indicating agreement.  
Table 2 shows the concordance between the first and second interview for the satisfaction questions, 
measured using a gamma statistic.  As this table demonstrates, the satisfaction questions had high test-
retest reliability, with gamma statistics of 0.9 or more. 
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Internal reliability 
Overall reliability for the first nine questions in the scale was moderate (Cronbach’s alpha 0.65).  Internal 
reliability was slightly greater among self respondents (0.67) than among proxy respondents (0.63).  
 
The factor solution revealed three subscales (refer Table 4) that accounted for 59% of the overall variance in 
these data. Factor 1 comprised five questions (Q2, Q3, Q4, Q5, Q9) that asked about participation in goal 
setting and if care was delivered in a way that promoted independence and adaptation. Factor 1 was labelled 
‘restoration’.  Factor 2 was made up of two questions (Q7, Q8) asking if services and equipment were in 
place at discharge from TC and has been labelled ‘continuity’.  Factor 3 was made up of questions about 
preparation to enter TC (Q1) and the opportunity for social interactions (Q6), and has been labelled 
‘involvement’. The factor analysis did not yield any redundant questions and each factor comprised two or 
more questions.  
 
The correlation between scores on each subscale and a global measure of satisfaction (overall, how 
satisfied were you with the care you received?) was poor for two of the three subscales. Pearson’s 
correlation coefficient was moderate at 0.57 for ‘restoration’ and overall satisfaction, but poor at 0.18 for 
‘continuity’ and satisfaction, and 0.11 for ‘involvement’ and satisfaction.  Correlations between scores on 
each subscale and scores on the CTM-3 were small but significant at the 0.01 level. Pearson’s correlation 
coefficient was 0.31 for ‘restoration’ and the CTM-3, 0.29 for ‘continuity’ and the CTM-3, and 0.23 for 
‘involvement’ and the CTM-3.   
 
Construct validity 
Subscale 1: ‘restoration’ 
Mean scores on the restoration subscale differed by TC setting, respondent, overall satisfaction with care, 
functional status and living arrangements at 3 months (refer Table 5). Recipients of TC in a residential 
setting had lower mean scores (mean -0.42, SD 1.49) compared to those who received TC in the community 
(mean 0.19, SD 1.06, p<0.001). The mean score for proxy respondents (mean -0.30, SD 1.28) was lower 
than for self respondents (mean 0.18, SD 1.16, p<0.001).  
 
Mean scores were higher for respondents who were satisfied with care (mean 0.15, SD 1.06) compared to 
those who reported dissatisfaction (mean -2.35, SD 1.58, p<0.001). Respondents who reported better 
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functional ability (MBI ≥75) had higher mean restoration scores (mean 0.08, SD 1.15) compared to those 
with a MBI of less than 75 (mean -0.38, SD 1.47, p=0.001). Mean restoration scores were higher for 
respondents who were living in the community at 3 months (mean 0.10, SD 1.14) compared to those who 
were living in residential aged care (mean -0.37, SD 1.27, p<0.001).  
 
Subscale 2: ‘continuity’ 
Respondents with one or more hospital admissions in the three months since discharge from TC had lower 
mean scores on the continuity subscale (mean -0.24, SD 1.10) compared to those who reported no hospital 
admissions in this period (mean 0.07, SD 1.26, p=0.01).  
 
Subscale 3: ‘involvement’ 
Mean scores on the patient involvement subscale were higher for respondents who reported being satisfied 
with care (mean 0.03, SD 1.24) compared to those who reported dissatisfaction (mean -0.54, SD 1.03, 
p<0.01).  
 
Table 5 about here 
 
Discussion 
This study aimed to develop a questionnaire to assess TC recipients’ experience of key aspects of program 
quality as defined in the TCP Guidelines. The questionnaire has been shown to be feasible to administer by 
telephone interview and to discriminate between aspects of care. Test-retest reliability was demonstrated. 
  
To our knowledge, this is the only questionnaire that has been administered to an Australia wide sample of 
TC recipients. Differences in scores on the restoration subscale by TC setting, respondent, functional status 
and living arrangements at 3 month follow-up are consistent with available evidence and support construct 
validity. Older adults who receive TC in a residential setting have poorer functional status on admission, 
make fewer gains compared to recipients of community-based TC and are more likely to transfer to a 
residential aged care facility on completion of the TC episode [7].  
 
Respondents who were dissatisfied with care had lower scores on the ‘restoration’ and ‘involvement’ 
subscales. This finding is consistent with previous research that identified being able to care for oneself [14, 
15], participation in decisions and respect for preferences [9] as highly valued attributes of health care.   
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Respondents who reported one or more hospital admissions in the 3 months since leaving TC had lower 
mean scores on the continuity of care subscale than respondents who were not readmitted. Continuity of the 
care plan requires access to services that best meet the needs of the older person [16] and TC services 
have reported some difficulties in this regard [8].  
 
The findings reported here must be interpreted in light of several limitations. The TCP requirements provided 
the conceptual framework for the questionnaire, however not all of the requirements could be assessed 
through patient experience. Question development occurred as part of the NETCP and precluded initial 
testing of a larger set of questions. The sample of 630 respondents represented less than one fifth of the 
population of TC recipients discharged between February and June 2007. The interviewed sample reported 
higher functional status on the MBI and were discharged to the community at a higher rate than the total 
population of TC recipients over this period [7].  
 
Further work in this area is both warranted and necessary.  Confirmatory factor analysis of the constructs 
found in this study in a representative sample is required. The correspondence between factor scores and 
rehospitalisation rates, admission to residential aged care, functional status and mortality will be assessed as 
part of a randomised controlled trial currently underway in South Australia.  
 
Conclusion 
Providers’ self reports of performance against the key requirements of the TCP have highlighted several 
areas for targeted quality improvement activities, including pharmacist review of medications and provisions 
for clients’ ongoing needs once TC care has finished [8]. Quality reports are completed in the first year and 
may reflect the early developmental phase of many services. As the TCP matures, its quality assurance 
systems need to evolve.  
 
Patient experience is an important component of quality assurance. A shift has occurred from measuring 
satisfaction with care towards asking whether or not certain processes or events occurred during an episode 
of care. In this way, patients’ experiences of care can be aggregated and become part of a broader set of 
indicators of the quality and safety of health care, rather than an add-on. 
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This study represents an initial attempt to measure patient experience of TC against program requirements. 
Preliminary testing indicates that the questionnaire is reliable and has construct validity. It has proven to be 
appropriate for TC recipients and could fill an important gap in the information available to program and 
policy staff. 
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Key Points  
• Patient centred care is a key requirement of the TCP, however recipient experience is not routinely 
measured.  
• Most older adults can report whether or not key program requirements are met. 
• Experience of TC as restorative, contributes to overall satisfaction. 
• Safe and effective transitions require assessment of ongoing care needs and choosing the best next 
care setting or services to meet identified needs. Further research should examine access to the most 
appropriate care following discharge from TC. 
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 Table I: Summary of key requirements and corresponding survey questions  
Requirement Objective: Client Independence is Optimised Survey 
question 
1.1 TC is linked to the agreed goals of clients, carers, families & to the promotion of 
self-sufficiency & self-management 
1, 2 
1.2 Selection & use of therapies is informed by evidence-based research & leading 
practice 
 
1.3 Service delivery is designed to optimise independent functioning following 
discharge 
3, 4, 5  
1.4 Clients receive timely & appropriate access to care & equipment 7, 8 
 Strategies: Goal Oriented, Individualised Care; Low Intensity Therapies  
2.1 Care plan informed by hospital assessment & discharge planning  
2.2 Care plan / client file includes: functional assessment, desired discharge 
destination, expectations and goals concerning lifestyle, community participation, 
relationships, emotional well-being and activities; therapy and clinical goals, 
support and counselling appropriate to each client’s reaction to anticipated 
changes in his/her life...  
2, 6, 9, 
11 
2.3 Care plan informs service delivery; periodic review   
2.4 Care plan & hospital discharge summary to GP & involved services  
2.5 Residential services provided in a home-like setting 10 
2.6 Client leaves TC with refined care plan; discharge summary includes details of 
ongoing services; list of pharmacist checked medications…  
 
2.7 Discharge documentation includes agreed goals and goal attainment…   
2.8 Transport for discharge where required  
 Characteristics: Aged Friendly Principles; Collaborative Learning Model  
3.1 Multi-disciplinary assessment in hospital with geriatrician involvement  
3.2 Skilled multidisciplinary staff assess each client & support care planning and 
review 
4 
3.3 Care informed by discussion with & between the relevant geriatrician & GP  
3.4 Staff have relevant professional standing  
3.5 Staff work collaboratively with all involved services  
3.6 Annual opportunity for staff to be informed of leading practice in TC  
3.7 Staff utilise other opportunities to be informed of leading practice  
3.8 Joint or cross sector training  
 Characteristic: Timely, Seamless Care  
4.1 Transfer to TC within 4 weeks of ACAT approval  
4.2 Hospital assessment & care plan transferred with client  
4.3 Effective links with all services to optimise goal achievement  
4.4 Equipment & support services arranged for discharge 7, 8 
4.5 Collaboration reflected in protocols & agreements  
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Table 2: Concordance of first and second measurement of quality questions 
Question  Gamma 
1. Prior to TC I had a good idea of what to expect from TC.  0.90 
2. TC staff and I agreed about my health goals and how to 
achieve them. 
 1.00 
3. TC helped me to achieve my goals.  1.00 
4. I felt confident in the skills and knowledge of the therapy staff.  1.00 
5. Nursing and personal care staff assisted me to become more 
independent. 
 1.00 
6. I had the opportunity to participate in social and recreational 
activities. 
 1.00 
7. When I left TC I had the equipment and community services I 
required. 
 1.00 
8. When I left TC I had contact details for agencies involved in 
meeting my ongoing needs. 
 -1.00 
9. I had to accept that I couldn’t do all the things I used to.  TC 
Staff helped me deal with feelings of loss. 
 1.00 
10. It wasn’t like hospital (home-like environment)  1.00 
11. I was moving into residential care and the TC staff realised it 
was a difficult time emotionally. 
 -1.00 
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Table 3: Sample characteristics 
 
Characteristic N Summary statistics 
Age mean (SD)  568 81.6 (7.9) 
Modified Barthel Index median (IQR) 581 94.0 (82-100) 
Days since discharge median (IQR) 582 88.0 (85-91.3) 
Length of Stay in weeks by TC setting mean (SD)   
Residential  157 6.9 (3.7) 
Community 401 8.7 (3.5) 
Both 22 10.1 (3.2) 
Respondent %   
Self 365 62.7 
Proxy 217 37.3 
State %   
ACT 35 6.0 
NSW 292 50.2 
QLD 107 18.4 
SA 39 6.7 
TAS 36 6.2 
VIC 73 12.5 
Living prior to TC %   
Community 563 96.7 
Residential Care 13 2.2 
Missing 6 1.0 
At discharge from TC %   
Community 489 84.0 
Residential Care 69 11.9 
Hospital 16 2.7 
Missing 8 1.4 
3 months post discharge %   
Community 475 81.6 
Residential Care 89   15.3 
Hospital 16 2.7 
Missing 2 0.3 
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Table 4: Principal component analysis of questionnaire 
Question Factor 1 
Restoration 
Factor 2 
Continuity 
Factor 3 
Involvement 
1. Prior to TC I had a good idea of what to expect from TC. 0.07 -0.16 0.77 
2. TC staff and I agreed about my health goals and how to 
achieve them. 
0.50 0.27 0.49 
3. TC helped me to achieve my goals. 0.79 0.08 0.01 
4. I felt confident in the skills and knowledge of the therapy 
staff. 
0.66 0.27 -0.05 
5. Nursing and personal care staff assisted me to become 
more independent. 
0.77 -0.03 0.08 
6. I had the opportunity to participate in social and recreational 
activities. 
0.01 0.17 0.57 
7. When I left TC I had the equipment and community services 
I required. 
-0.01 0.85 -0.10 
8. When I left TC I had contact details for agencies involved in 
meeting my ongoing needs. 
0.16 0.77 0.27 
9. I had to accept that I couldn’t do all the things I used to.  TC 
Staff helped me deal with feelings of loss. 
0.73 -0.08 0.18 
Extraction method: principal components analysis. Rotation method: Varimax with Kaiser Normalisation. Rotation 
converged in 4 iterations. Factor loadings ≥0.5 are shown in bold face. 
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Table 5: Comparison of scores on each subscale by TC setting, respondent, satisfaction, dependency, 
hospital admissions since leaving TC and living arrangements at 3 months  
 N F1 Restoration 
Mean (SD) 
P F2 Continuity 
Mean (SD) 
P F3 Involvement 
Mean (SD) 
P 
TC setting        
Residential 157 -0.42 (1.49) <0.001 0.01  (1.14) 0.85 -0.03  (1.24) 0.79 
Community 401  0.19  (1.06)  -0.01  (1.28)  0.00  (1.23)  
Respondent        
Self 365 0.18  (1.16) <0.001 -0.01  (1.21) 0.79 -0.04  (1.17) 0.30 
Proxy 217 -0.30  (1.28)  0.18  (1.25)  0.07  (1.31)  
Satisfaction        
Dissatisfied 32 -2.35  (1.58) <0.001 -0.29  (1.34) 0.17 -0.54  (1.03) 0.01 
Satisfied 534 0.15  (1.06)  0.02  (1.23)  0.03  (1.24)  
Function        
MBI <75 101 -0.38 (1.47) 0.001 0.05 (1.13) 0.67 0.10 (1.32) 0.34 
MBI ≥75 480 0.08 (1.15)  -0.01 (1.25)  -0.03 (1.21)  
Living at 3 months        
Community 475 0.10 (1.17) <0.001 -0.02 (1.25) 0.40 -0.02 (1.22) 0.76 
Residential Care 89 -0.49 (1.41)  0.10 (1.06)  0.03 (1.30)  
Hospital         
≥1 admission 128 0.02 (1.26) 0.88 -0.24 (1.10) 0.01 -0.06 (1.06) 0.56 
0 admissions 449 0.00 (1.22)  0.07 (1.26)  0.02 (1.27)  
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